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INTRODUCTION 


Girls are not just mothers-to-be or wives-to-be. They have rights of their own, 
today: right to good health, adequate food, sustained education, the love and care of 
their parents, and the right to childhood. According to the 1989 convention on the 
Rights of the Child, 18 years is the outer limit of childhood: yet in many societies, 
children - especially girl children - are treated as adults in all socially and sexually 
significant ways once they have attained puberty. As Black (1) has stated, most of 
the information collected by child development experts is only superficially gender 
conscious. In fact, the common classification of people into men, women and children 
ignores the fact that girl children may have very different problems, including those 
related to health and nutrition, than boy children. 


In recent years, since the development of the SAARC Decade of the girl child 
(1990-2000 A.D.), a significant amount of information through research, advocacy and 
action has been generated on the girl child in the world and in India. However, it is 
scattered in various documents and often not accessible in a form that can guide 
policy and action. 


Therefore, the present compendium of research and action programmes on the 
health and nutritional status of the girl child has been compiled with the 
objectives of : 


2 Presenting a succint profile of the situational analysis of the girl child in India; 
with a focus on health, nutrition and education. 


= Summarizing selected programmes carried out by the government and voluntary 
sectors in India for the girl child. 


3. Proposing future avenues for research and action. 


4. Disseminating this information to voluntary and governmental organizations, and 
research departments, who have an interest in the welfare of the girl child. 


METHODOLOGY 


This effort of compiling, critically evaluating and summarizing the available 


material on the girl child broadly comprised two steps : 


1. 


Organizations and individuals who are known to be working in the area of 
women’s health and development, adolescent girls’ health or for the girl child 
in general, were contacted. They were requested to mail to us a completed 
proforma describing their research or activities for the girl child or age 0-18 
years and also send us any reports or other documents on the girl child 
brought out by them. 


Thus, letters were mailed to a total of 110 organizations and individuals out of 
which 40 responded. Out of these, 22 sent in research reports and 18 (all were 
NGOs) sent in a brief description of their programs for the girl child. 


Published and unpublished material on the girl child was reviewed and the 
relevant information abstracted and summarized. 


The information has been summarized under the following heads with case 
profiles or more detailed description given in boxes : 


is Death and disease : The perils of girlhood 
= Gender : A significant determinant of undernutrition 
3. Education : To boys, yes; to girls, no. 


4. What can be done ? 
Interventions for the girl child 


S. _ Profiles of action programs for the girl child in government and voluntary 
organizations. 


1. DEATH AND DISEASE - THE PERILS OF GIRLHOOD 


For every 100 females delivered into the world, 105 males are born. The 
female human being is biologically more durable and Ordinarily, the number of 
surviving girls soon overtakes that of boys; females should outnumber males 
and live longer. Yet, human intervention in the form of girl neglect, favours 
survival of males (2). 


Mortality rates in a variety of developing countries are reportedly 1.3 : 1.7 times 
greater for girls than boys. This contrasts with the industrialized countries where 
death rates of boys are generally higher than those of girls (3). 


The adverse sex ratio in India (929 females to 1000 males in 1991) is a cause 
for concern. While factors underlying this adverse ratio are under debate, the 
higher female mortality, found consistently in several studies, cannot be denied 
(see box 1). 


Female foeticide has become one of the major contributors to the discouraging 
sex ratio in India. The alarming data of a Bombay survey where in it was 
reported that of the 8,000 abortions in the 1980’s, 7,999 were of females 
foetuses is well known (4). The sex ratio in Gujarat stands at 936 : 1000 
today. Atleast 10,000 cases of female foeticide are reported from Ahmedabad 
alone every year. Information of one laboratory in Baroda (Gujarat) indicates 
that in the last 10 years, there have been 20,000 amniocentesis tests. Of the 
10,000 male foetuses, none were aborted, but all the 10,000 female foetuses 
were aborted (5). 


Thus, for those girls who manage to survive till birth, "birth is the only equal 
opportunity they will ever get”. 


Despite considerable direct and indirect evidence of a higher morbidity among 
female children, hospital and clinic attendance records show a preponderance 
of males, especially in indoor admissions. In most hospitals, male admissions 
are around 65% and female admissions around 35% of the total (6). Illness in 
a boy seems to cause more anxiety in a family than illness in a girl. 


In the Registrar General’s countrywide survey on infant and child mortality in 
1979, the percentage of children sick from the top ten causes of mortality was 
higher in females as shown in Table 1. 


Table 1 All India Infant and Child Sickness by Sex 
(in percentages) 


Category 2 Years 3 Years 


Source : Registrar General of India (7). 


® In sum, the primary cause for the higher morbidity and mortality among girls as 
compared to boys appears to be gender based discrimination in health care - 
girls receive health care too late and the quality of care is also inferior to that 
offered to the boys. This discrimination appears to increase with parity i.e. third 
or fourth born girls are less likely to receive good care as compared to first or 
second born girls (see Box 2). 


Kerala - The exception : In Kerala, female infants and children actually have a 
higher chance of survival. Among the factors responsible for the favourable 
Situation are women’s access to health services, high female literacy and much 
greater general awareness of their own status and widespread political 
participation. Where such elements exist, adult women hold the key to a better 
future for the younger generation of their own sex (6). 


Box 1 


In a review, Ghosh (6) has cited data of the office of the Registrar 
General of India which compares the infant mortality differential between 
the sexes (Table 2). 


Table 2 Infant Mortality Differential in Rural and Urban India 


82 


133 76 146 
136 80 146 
132 74 143 


Box 1 


Female mortality, both in the rural and urban areas has been 
higher throughout the decades of 70s and 80s but as the mortality rates 
decline, the gap seems to be narrowing. In 1988, child mortality (0-4 


years) was slightly higher in females. 


__ Combined 
Male Female Male | Female 


Box 2 


According to UNICEF (3) sex bias in health care has been 
documented in several analyses in Asia, Africa and the Middle East. The 
findings show the following: 

* More boy children are immunized and treated by hospitals than girl 
children. 

Sa The girl child has a higher rate of death from measles, diarrhoea 
and respiratory infections. 

Sd Girls are weaned earlier. 

Sd Boys are breast-fed longer. 

a A girl child is usually brought to the hospital late and in a worse 
condition than a boy. 

In India also, similar trends are seen : 

5 In Narangwal, Punjab, 48% of female children relative to 64% male 
children received care in the first 24 hours of their terminal illness. 
This may account for the higher mortality in the girls (7). 

+ During an observation period of one week at a primary health 
centre, it was observed that 43 boys attended the centre as 
compared to 15 girls. Discrimination against girls increased with 
their number in the family (8). 

¢ Studies have shown that fewer girls are treated for illness than 
boys, and when girls are treated, it is usually by the local "vaid" 
whereas boys are more likely to be taken to a more qualified 
doctor (9). 

¢ In a study based on records of two teaching hospitals of Ludhiana, 

a high prevalence of health care neglect of female children was 

seen, with fewer girls being brought to the hospital (10). 


2. GENDER : A SIGNIFICANT DETERMINANT OF 
UNDERNUTRITION 


A nutritional problem is generally the consequence of earlier problems and the 


cause of later problems. Therefore, it can rarely be assigned to a single stage of the 
life cycle, particularly as the consequences can be felt by later generations (11). 


A profile of the nutritional status of the girl child in India, based on research 


evidence is summarized below. 


lt appears that a significant determinant of nutritional status is gender. Girls 
suffer more often from malnutrition than boys and the degree of malnutrition is 
also greater. There are three normal males to every one normal female, and 
one of three severely malnourished persons, two are females (6) (see Box 3). 


In a study (12) it was reported that both boys and girls experienced the same 
number of growth faltering episodes at all the ages, yet a larger proportion of 
girls suffered from moderate to severe malnutrition. A majority of the growth 
faltering episodes were associated with illness episodes. Recovery from illness 
depends on the kind of medical care made available at the time of illness. 
Thus, the differential care received in illness by the girls might be contributing 
to the higher female malnutrition. 


Incidence of malnutrition among females appears to increase during times of 
economic distress. For instance, a UNICEF nutrition survey carried out after the 
1978 floods in rural Bengal revealed that incidence of malnutrition was higher 
for girls than for boys, in each year of age from 1-6 years. The more severe 


grades of malnutrition led to a much higher incidence of illness among children 
(13). 


The several benefits of female education for maternal and child health are well 
known. Further, the school age period of 8-15 years is also important from the 
point of view of growth and nutritional status of. girls, because from 10-13 
years, the adolescent growth spurt is at its peak, prior to the onset of 
menarche. The school infrastructure is thus a potentially valuable entry point for 


improving the health and nutritional status of school girls and adolescents (see 
Box 4). 


Box 3 


® In Safdarjung hospital (New Delhi), there was an overall higher 
incidence of severe malnutrition among the females which was 
more marked between 1 and 5 years. The percentage of Children 
(0-5 years) in different nutrition grades was as follows (6). 


Degree of Malnutrition 


% Males 43 56 
% Females Lo Wd 44 


An all India study conducted by the Central Technical Committee, 
New Delhi, on ICDS during 1979-81 and 1982-83, showed that of the 
severely malnourished children, 59% were females and 41% were males. 
In Punjab, a study by CARE showed that 71% of severely malnourished 
under 5 children were females and only 29% were males, and that 
among the normally nourished children, 69% were males and 31% were 
females (13). 


Elsewhere it has been reported that prevalence of kwashiorkor in 
females was 3-5 times more than in males, but the hospitalization of 
boys for kwashiorkor outnumbered females 50 to 1 (14). 


Box 4 


Several studies carried out in the Department of Foods and 
Nutrition, M. S. University of Baroda, during 1990-1995 provide valuable 
information for action for the school girl and adolescent. 


4 Above 80% of both height and weight gain of adolescence occurs 
in the age group of 10-14 years, after which the rate of growth 
slows down (15, 16, 17). As the subsequent section on Education 
indicates, enrolment of girls at primary school level is improving 
steadily, and this provides a valuable opportunity for improving 
pubertal growth spurt of girls at school through appropriate 
interventions (section 5). 


1. CONG 


Box 4 

* In the crucial stage of pubertal growth, low income group (LIG) 
girls show marked weight deficits - not seen in the high income 
group (HIG) girls and as many as 60% are underweight (weight < 
80% standard). Mean height gain is relatively better and some 
evidence of catch-up growth in height is available (18, 19). Other 
studies in India also provide evidence of some catch up growth in 
height in LIG girls. Despite this, on average, about one third of 
these girls are stunted (chronically mal-nourished) ; that is, average 
height for age is below 90% of the reference standard. 


Onset of physical and sexual maturity is delayed in LIG girls as 
compared to the HIG girls; menarche and peak height velocity 
occurring about one year later (18). 

Indian studies on micronutrient malnutrition in the girl child appear 
to be scarce. Research findings in the Department of Foods and 
Nutrition on girl children of age 10-18 years from the government 
schools and the urban slums of Baroda (18, 20, 21) indicate 
that :- 

« Prevalence of anemia is above 60% in the girls (Hemoglobin 

< 11 g/d1); mean hemoglobin being about 9 to 10 g/d1. 


Dietary intake of retinol is dismally low (about 20% of 
recommended allowances or RDA), followed by iron (30-75% 
RDA) and calories (50-60% RDA). Food frequency data also 
indicate a low consumption of protective foods like green 
leafy vegetables, sprouts, fruits and milk and milk products. 
Besides affordability, dislike towards these foods were major 
factors contributing to poor intake in the girls. 


a Adverse functional consequences of malnutrition in girls are manifold. Mal- 
nutrition in young girls triggers a vicious cycle of undernutrition which spans into 
adulthood and passes on to the next generation. Complications during preg- 
nancy, premature births and low birth weight babies with low chances of sur- 


vival or normal development are but the result of a mother being malnourished 
from her childhood (see Box 5). 


There is sufficient evidence to conclude that overall illness, malnutrition and 


other health related problems are probably an important determinant of both 


abe Participation and achievement. Research studies (22) have highlighted 


e Adverse effects of short term hunger are more prevalent in girls than in 
boys in some instances. 


* A consistent, strong relationship has been found between iron defeciency 
anemia and impaired physical and mental function. For the anemic girl 
child who may be attending school against cultural odds, poor school 
performance may mean an earlier withdrawal from school. 


Child marriage of female children leads to termination of educational and de- 
velopmental opportunity, together with the risk of pregnancy, which is extremely 
hazardous in early and mid-teens. The emotional and psychological costs and 
premature responsibility of the child married early are incalculable it Sat 


Malnutrition is a major factor detrimental to the reproductive health of mothers 
with its adverse consequences on her children. A stunted child becomes a 
small mother who gives birth to a small baby and they in turn grow less well. 
Girls who grow less well become small mothers again. Children born to women 
under 18 years are twice as likely to die in infancy as compared to the chil- 
dren born to women in their twenties. Very young mothers themselves may also 
face life threatening complications like pregnancy induced high blood pressure, 
anemia and obstructed labour (7). 


What are the proximal factors responsible for poor nutrition of the girl child ? 


These include discrimination in breast feeding, early weaning, a qualitatively and 
quantitatively inferior diet, preferential feeding of ‘status foods’ usually also the 
more nutritious foods like milk and fruits to sons as compared to daughters 
and, food restrictions during puberty. However, there are research studies, albeit 
a few, indicating that there is no gender based discrimination in food intake, 
with both male and female children from poor families having inadequate and 
nutritionally inferior meals, and that girls are not denied any food items (5, 23). 


The distal factors accounting for malnutrition in the girl child include too much 
work within and outside the household, morbidity and inadequate health care, 
lack of education and the inferior social status of the girl child. (24). 


The perceptions of the girls themselves regarding their own growth and devel- 
opment, dietary needs and maternal - child health care - are also important 
determinants of the nutritional status of the girls through adolescence, and are 
likely to influence their health care practices in their own families in future. 
Unfortunately, available evidence suggests that the economically disadvantaged 
and poorly educated girls of age 10 to 18 years are inadequately informed as 
regards nutrition and health care (see Box 6). Health and nutrition education, 
with a focus on communication strategies should receive priority as an interven- 
tion for this age group. 


The Vicious Cycle of Matnutrition 


Teenagers 


Potential Mothers 


@ Nutrient needs coerce 1 
for growth @ Vitamin and mineral 

@ Early pregnancy/ deficiencies 
lactation @ Low weight 


@ Risk of anemia 
and goitre 
@ Infections 


Narrow pelvis 


Social Factors 


@ Poverty 


Young Girt @ Low social 
@ Growth stunting status Pregnant and/or 
@ Wasting @ Discrimination Lactating Women 
@ Increased against girls 
infection @ Lack of family 5 Indequate weight 
@ Micronutrient planning gain in pregiamy 
deficiencies services @ Birth ,. 
@ Learning @ Lack of complications 
difficulties education @ lron, Vitamin A and 


lodine 
deficiencies 


Lack of 
health care 
Early pregnancy 


Infant Girl 


Growth retardation 
in womb 

Low birth weight 
Early weaning 
Greater risk of 
diarrhoea and 
other infectious 
diseases 


Source : Merchant K and Kurz K (11) 
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Box 6 


This section presents a compilation of the studies carried out in 
the Department of Foods and Nutrition, M. S. University of Baroda 
(1989-1994) on perceptions of urban poor adolescent girls regarding 
health, nutrition and development (18,20,21,25) 


I. Perceptions with regard to growth and development in 
adolescence 


A majority of the girls (70-80%) gave an initial response that they 
were in good health. However, on probing, 20-40% reported that they 
Often suffered from various symptoms like breathlessness on exertion, 
lethargy, tiredness, weakness and poor appetite. 


When asked for reasons for their poor health, they gave reasons 
such as too much work, poor diet and illness. However, 30-40% could 
not state the reason for poor health. More than 80% of the girls wanted 
to improve their health. 


With regard to weight and height, above 60% of the girls felt that 
their weight and height was appropriate for their age and about 20% 
wanted to improve their weight and height. The common measures to 
improve health as stated by the girls included “take medicines”, “eat good 
food” (“increase quantity and variety in food”), “go to the doctor as soon 
as possible”, “do regular exercise”, and “work less”. 


I. Perceptions with regard to maternal and child health and 
nutrition 


Most of the girls described a ‘weak child’ as being thin and bony 
(like a stick), less active, unable to eat well, has bouts of crying and falls 
ill frequently. Above 50% of the girls believed that breast milk is good for 
health, growth and development of the baby. However, fewer knew the 
reason for this. About one-fourth said it was highly nutritive. 


... contd. 


fl 


Box 6 


In general it was disturbing to note that these girls were poorly 
informed about malnutrition in children (its Causes and symptoms) and 
correct child feeding practices and other aspects of child care. For 
example, only about 10-20% mentioned that infants should be fed 4-6 
times a day. Age of initiation of complementary feeding was also 
incorrectly mentioned, i.e. 8-12 months instead of about 6 months. 


As regards child health, almost all the girls agreed that 
immunization of infants is important but only 40-60% could list the 
advantages of immunization and none knew the correct age of giving the 
vaccines. 


Only 10-20% could state reasons for diarrhoea in young children. 
Commonly stated reasons were contaminated food and water, teething, 
excessive food intake and inability to digest food. Commonly mentioned 
measures for treatment were: give medicines, give light / digestible food 
and liquids like buttermilk, lemon juice, salt and sugar solution and ORS 
to the child. 


Reasons for worm infestation in young children as stated by 
majority (60-70%) of the girls were, consumption of excessive sugar Or 
sweet foods. About 20-30% girls mentioned that in order to cure worm 


infestation, the child should avoid sugar / sweet foods and should take 
medicines. 


The above research evidence clearly indicates the need to increase 
the Knowledge of adolescent girls, not only with regard to their own 
health and development but also maternal and child health. 
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3. EDUCATION : FOR BOYS, YES; FOR GIRLS, NO. 


The education of girls is a worthy objective in itself because of its effects on 
reducing fertility rates, raising the age of marriage and promoting greater work par- 
ticipation among girls and women. Besides, education gives her the confidence, 
knowledge and skills to adequately take care of the nutritional and health needs of 
her family, specially young children. The ripple effect of a girl's education on every 
other aspect of her family has even wider implications for the development of her 
community (Table 2). 


Yet, the scenario of girls’ education is dismal in India, specially at the secon- 
dary school level. The Gross Enrolment Ratio (GER)® in India in 1991-92 was 88% 
for girls and 117% for boys at primary school level while it was 47% for girls and 
74% for boys at higher primary or secondary level (26). Estimates (1990-91) indicate 
that of the enrolled children in primary school, the completion rate is only 59% for 
boys and 41% for girls . Only 1.7% girls participate in higher education (27). 


1 Why do girls leave school ? 
The following are some of the reasons : 
1. Perceptions of the parents regarding the education of girls 


& Irrelevance of formal schooling for girls as perceived by the parents is a ma- 
jor factor in withdrawing girls from schools. Parents believe that education is of 
little value for girls and that it is more practical to save money for their dowry 
rather than spend it on their schooling (5,29,30). 


6 Parental anxiety at the thought of their daughter being subjected to sexual 
harassment while away from home is another reason for not sending the 
daughters to school (5,30,31). 


School related factors 


s Inaccessibility to school due to inconveniently located schools and rigid school 
timings keeps girls away from school (31,32). 
a Scarcity of girls’ schools, less number of female teachers, irrelevant curricula, 


poor teaching, school related expenses and harsh treatment from teachers also 
contribute to low enrolment rates (5,22,29,31,32). 
Socio-economic and cultural factors | 
Poverty : Girls’ education is often sacrificed because of financial constraints 
(5,29,33). 

e Excessive household work : An early assumption of domestic responsibility 


® Gross Enrolment Ratio (GER) represents the number of children enrolled at a particular level of 


education as a percentage of children eligible for enrolment. 
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forces girls to give up education (24,29,30,31,34). School girls #0 agree 
chores and are given little time for completion of homework, leading to Pp 
school performance and consequent withdrawal from school. 


Marriage and Pregnancy - Early marriage followed by early pregnancy often rob 
girls of the opportunity of completing secondary education. Demographic esti- 
mates indicate that of the 4.5 million marriages that take place in India every 
year, 3 million involve girls in the age group of 15-19 years (4,9,26). 


Parents’ illiteracy : Illiterate parents often view their daughters as an economic 
liability resulting in low value for girls, and low involvement in their education 
(29). 

Gender discrimination : Discrimination against girls exists due to prevailing 
prejudices in the society. Even in the face of financial constraints, a family will 
sacrifice girls’ education but will make more efforts to get the boys educated 
(5,29,33). 


Girls’ own perception regarding education 


An internalized belief that women are to be confined within the four walls of the 
house, shouldering household responsibilities, prevents girls from considering the 
importance of formal education. A number of girls perceive that boys ought to 
have higher education than girls as they have to look after the family as well 
as to deal with outside world (5). In contrast, once educated, a majority of the 
girls tend to believe in education and link it to personality development, gain- 
ing self-confidence, employment and career prospects (33). 


Finally, determination of the girls themselves, even in an adverse environment, 
often tilts the scale in their favour and enables them to put up the necessary 
struggle to get educated. This has been highlighted in recent case study re- 
search on adolescent girls (21). 


When parents do encourage schooling of girls, why do they do so ? 


An understanding of factors promoting the education of girls may help to 


design strategies to increase enrolment of girls in schools and reduce dropout 
rates. 


Education of parents : Educated parents are more likely to send their daugh- 
ters to school. The greater a parent’s exposure to schooling , the stronger this 
relationship is likely to be. Due to the high literacy rates in the state of Ker- 
ala, a majority of mothers have realised the importance of education and want 
their children to get educated upto high school level irrespective of sex (34). In 
a Coimbatore study, parents thought that if the girls are educated and em- 
ployed, it will indirectly reduce the burden of dowry (35). 


Exposure of parents to the better lifestyles of the upper class, may motivate 
them to send girls to school (31). 
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Table 2 


Universal 
Primary 
Education 


Vv 


@ Higher 
percentage of 
children 
Participating in 
and completing 
basic education 


Economic 
productivity 


Vv 


e Higher GNP per 
capita 

e Increased 
labour force 
participation 
(formal and 
informal) 

@ Increased self 
employment 

e@ Improved home 
production 


Source : UNICEF (28) 


Social 
Develpoment 


Vv 


e@ Reduced infant 


and maternal 
mortality 

@ Lower fertility 
rates 

e Increased life 
expectancy 
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Intergenerational 
Education 


v 


@ Higher 
percentage of 
daughters 
enrolled and 
graduating from 
school 

e Greater 
awareness of / 
appreciation for 
girl's education 


IMPACT OF GIRL’S PRIMARY EDUCATION ON SOCIETY 


Sustainability 
of Development 
Efforts 


v v 


Improved e Increased 
status of awareness of 
women in the development 
family and initiatives 
community e Increased 
Higher self- participation 
esteem by in social 
developing development 
world women initiatives 
Increased 

knowledge of 

individual 

rights 


4. WHAT CAN BE DONE ? 
INTERVENTIONS FOR THE GIRL CHILD 


In the preceding sections, the various problems affecting girl children and their 
determinants were highlighted. The present section presents the action being taken on 
behalf of the girl child, which appears to be precious little. We came across several 
recommendations while working on this compendium, but were disappointed to note 
the scarcity of documented information on ongoing community based programmes for 
the girl child. Even where programmes exist, there is little documentation of the 
success and failure stories. For example, among the 18 organizations who wrote to 
us saying that they did have some programme for the girl child, 12 sent us a brief 
descriptive report on their programme; while 6 only made a mention of the pro- 
gramme. Further, most of the programmes were sporadic in nature; only about one- 
third reported on-going activities for girls. 


This section begins with a summary of needs and issues concerning the 
girl child and recommendations for action programmes, as expressed by 
various researchers and programme implementors in the government and 
voluntary organizations. This is followed by a description of some of the programmes 
being implemented for girl children, to which the present author had access to in the 
time available. Finally, some thoughts for future directions are presented. 


A. SAARC RECOMMENDATIONS FOR ACTION : SURVIVAL AND 
DEVELOPMENT OF THE GIRL CHILD (36). 


Table 3 summarizes the National Plan of Action approved by the Government 
of India for the SAARC Decade of the Girl Child (1991-2000 A.D.). The 
recommendations are comprehensive and include varied dimensions 
encompassing survival of the female foetus and infant, nutritional status of the girl 
child, access to basic amenities and Education, development of skills for income 
generation, and development of a positive self-esteem. There is a need for each state 
to further refine and specify concrete action plans for the girl child on the basis of 


this document; several states have already enumerated their State Plan of Action for 
the girl child. 
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Table 3 


SAARC Decade of the Girl Child 
National Plan of Action (1991-2000 A.D.) : A Summary 


1. Survival, Protection, Child Health and Nutrition 


Major Goals 


Prevention of female 
foeticide and infanticide 
by the year 1995 


Reduction of infant mortality 
rate to less than 60/1000 and 
virtual elimination of gender 
disparities in mortality rates 


Reduction of severe and 
moderate malnutrition among 
under 5 children by half 


- Control of vitamin A, iron 
and iodine deficiencies 

- Elimination of gender 
disparities in feeding 
practices 


Control of vaccine preventable 
diseases 


i 


Suggested Interventions 


Banning amniocentesis; public 
education using media for 
attitudinal changes 


Controlling acute respiratory 
infections 

Antenatal care to pregnant 
women and safe deliveries 
Expanded Maternal and Child 
Health (MCH) services 

Sex education in schools 


Nutrition services through ICDS, 
for age group of 0-6 years 
Incorporation of nutrition 
education in school curriculum 
Better nutritional services to 
expectant and lactating mothers 
Micronutrient supplementation 
to cover vulnerable groups - 
iron, iodized salt, vitamin A 
Growth monitoring of girl children 


Removal of gender disparities 
in immunizaion 

Strengthening existing primary 
health care infrastructure 
Essential supplies of drugs 
to health units 


5. Reduction of 50% in deaths due 
to diarrhoea in girl children 
under 5 years of age 


6. Universal access to safe 
drinking water and disposal 
of waste 


rs Reduction of maternal 
mortality rate by 50% 
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Training, supply and logistic 
support for village level care 

of diarrhoeal diseases 

Diarrhoea training units at 
medical colleges 

Educating people through NGOs 
Training of mothers and family 
members for management of 
children with diarhoea at 

home level 


Water sources within reach; 
especially for the girl child 
Providing health education to 
increase community awareness 
regarding sanitation 

Using media to convey personal 
and community hygiene practices 


Minimum of two ante-natal 
check ups during pregnancy 
Immunization of pregnant 
women against tetanus 
Controlling anemia during 
pregnancy 

Training traditional birth 
attendants (TBAs) 

Educational programmes on safe 
motherhood for girls aged 13-20 
years 

Activities promoting healthy 
growth of adolescent girls 


Table 4 


SAARC Decade of the Girl Child 
National Plan of Action (1991-2000 A.D.) : A Summary 


Major Goals 
+; Universal access to basic 
education 


- Increasing enrolment 
in primary school 


2. Reduction in drop out rate 
among girls 


2: Achievement of minimum levels 
of learning 


4. Reduction of gender 
disparities in education 


Education 
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Suggested Interventions 


Providing adequate educational 
facilities within reach for 

the girl child 

Cost-free primary education 
Opening of primary schools in 
every village 

Mobile school services 
Adoption of legal measures for 
sending girls to the schools 


Provision of women teachers 
Provision of support facilities 
like day care centres, supply of 
safe drinking water etc. 

Awards for teachers, and 
fellowships for rural girls 
Vocationalization of secondary 
education 


Development of teaching materials 
through action research by primary 
teacher trainees in rural areas 


Promotion of equality between 
sexes through special efforts 
in provision of education 
Support services for girls and 
children of the economically 
weaker sections of the society 


Adult education programmes 
focused on women 

® Using folk media for education for 
creating an atmosphere conducive 


5. Reduction of adult illiteracy & 
rate to 50% 


to literacy 
6. Development of vocational o Training programmes for women 
skills through diversified and adolescent girls at regional 


vocational institutes, industrial 

and craft training institutes 

Linking education and employment 
Enhancing “self-image” of the girls 


secondary education for girls 


Provision of residential facilities 
Relaxation of age limit for 
continuing education after a break 
Provision of creches and support 
facilities to help working women 
and adolescent girls to continue 
education 


13; Development of non- 
conventional courses for girls 


8. Development of employment and @ Launching special employment 
income generating programmes oriented and income generating 
programmes 
& Making women and adolescent 
girls economically independent and 
hence self-reliant 


9. Inculcation of scientific & Strengthening education in 
temper mathematics and science among 
girls 


e Providing laboratory, library and 
special coaching facilities 


10. Development of a positive & Using media to promote a positive 
self concept image of women and girls 
® Revising curriculum and providing 


Career guidance training 
& Breaking of gender stereotypes 


through concerted efforts at 10+2 
level 


a 
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B. EDUCATION 


While for the preschool girls, a major Strategy is ensuring survival and equal 
access to various services, for the older school age girls and adolescent girls, access 
to education is a key issue. Table 4 summarizes the SAARC Plan of Action to 
promote girl child education. 


UNICEF (28) has elucidated nine strategies which are of proven value for 
increasing the access to and sustainability of school education for girl children, based 
on the experiences of several developing countries. The salient features of these nine 
strategies are highlighted below. 


Nine Strategies That Work 


ts Locate schools closer to communities, create culturally | appropriate facilities 
such as establishment of single sex schools and separate closed latrines for 
girls. 

oe Promote hiring of female teachers, increase the supply of potential female 


teachers by providing incentives and training. 


3. Lower the costs to parents through provision of scholarships, text books and 
uniforms to girls. 


4. Develop relevant curricula which are closer to girls’ daily lives and aspirations, 
eliminate mathematics and science gaps such that girls can do as well as boys 
in these fields. 


Sy. Increase community participation, especially of community leaders and parents, 
in planning, management, decision making and advocacy efforts; support com- 
munities that express an interest in improving education. 


6. Promote localization and decentralization-transfer school management functions 
from the state/provincial level to the district and local level. 


a: Promote advocacy and social mobilization by developing appropriate communi- 
cation strategies, allocate sufficient resources for information dissemination and 
education. 

8. Design systems that accommodate the needs of female students such as flex- 


ible school schedules; providing instructions in discrete units which will make it 
easier for girls to interrupt classes, if necessary, and resume learning. 
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9. Support multiple delivery systems such as alternative schools to reach the 


underserved children in rural remote areas. 


Several other researchers and programme implementors have reinforced the 


value of these strategies (5,29 ). In addition, non-formal education for girls who 
cannot attend school for various reasons, has been stressed. For example, vocational 
training centres and resource centres operating at the grassroot level can play a 
major role to equip school age and adolescent girls with skills for income generation, 
recreational activities and creative arts and crafts. Such centres can help the girls to 
develop self-confidence and a high self-esteem. 


C. HEALTH AND NUTRITION 


For school age and adolescent girls, to have access to education continues to 
be important as in the earlier years, and the major new strategy is promoting ado- 
lescent growth and nutrition, postponing pregnancy and preventing STDs and HIV/ 
AIDS (4). 


Nutrition of Adolescent Girls : Adolescent nuiritional status is influenced by early 
childhood nutrition. If interventions during early childhood such as child survival 
programmes and food supplementation are successful, good nutritional status during 
adolescence will be a long term benefit. 


Based on the experiences of the Nutrition for Adolescent Girls Research Pro- 
gramme, the International Centre for Research on Women (ICRW) has highlighted six 
principles and several strategies for improving adolescent girls’ health and nutrition in 
the developing world (37). Taking a broader view of nutrition, the six principles en- 
compass measures which touch several aspects of the lives of girls (Figure 1) 


Principle 1: Improve adolescents’ food intake 


Strategies : Increase household purchasing power 


Educate adolescents about nutrition 


@ 

e 

e Offer meals at schools or work sites 

e Offer iron fortification or supplementation 
® 


Discourage gender difference in food intake 
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Principle 2 : Keep girls in school 


Strategies : Ensure girls’ safety at primary school and beyond 


Establish schools close to home 

Increase the proportion of female teachers 
Make school hours more flexible 

Offer an alternative to formal education 


Integrate food supplementation into school systems 


Principle 3 : Postpone first births 


Strategies: @ Postpone age at marriage 


e Offer appropriate family planning and reproductive health services 
for adolescents 


e@ Provide family life education and life options 
e Increase educational attainment for girls 


Principle 4 : Reduce girls’ workloads and improve work conditions 


Strategies : Introduce mechanisms to reduce girls’ workloads 


e Teach income - earning skills to adolescents 
e Build partnerships with employers 


Principle 5 : Improve adolescents’ health 

Inform and educate adolescents about their health 

Design and provide health services for adolescents 

e Develop effective communication strategies for adolescents 


Strategies : 


Principle 6 : Enhance girls’ self-esteem 


Increase knowledge and skills 
Provide opportunities for achievement 
Increase girls’ awareness of opportunities for the future 


Strategies : 


Establish means for communication 
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Fig. 1 
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to finish 
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e Avoid loss of 
energy and blood 
from infections 
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childbirth 


Reduce 
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energy 
expenditure 
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Source : Kurz, Peplinsky, Johnson - Welch (37) 
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Other Health Measures: 


— Provision of health education to school age and adolescent girls and boys to 
increase their awareness regarding their special needs, nutrition and nutrition 
deficiency disorders, reproduction and reproductive morbidity and gender issues 
which adversely affect the health of women and girls. 


— Counselling services to girls and boys in school and in communities. 
— Health checkups and timely interventions for both boys and girls. 


— Provision of vitamin - mineral supplements (eg. Iron, lodine or Vitamin A) to 
school age girls and adolescents. 


— Use of child-to-child approach to spread health awareness and gender sensitiv- 
ity. among communities. 


— Strengthening and expanding the MDM or school meal programmes, to espe- 
cially cover girls’ schools as efficiently implemented MDM _ programmes often 
serve as an incentive to parents to send girls to school and also increase their 
calorie intake. 


_ Reproductive Health 


Adolescent reproductive health has been a particularly neglected subject in 
India. Ignorance and anxiety about various areas of concern relating to sexual matu- 
ration and sexual behaviour surround young people. Adolescent girls are specially 
vulnerable to reproductive health problems; yet little is known about them. Basically, 
these problems stem from society’s traditional culture. and the individual’s background. 
Added to this is the sudden influence of the western culture brought about by rapid 
urbanisation, migration, tourism and mass media (38). 


At a workshop of the Family Planning Association of India, on reproductive 
health of adolescents in India, held in 1987 (38), the following recommendations were 
made :- 


7, Integrate adolescent reproductive health into the existing programmes of popu- 
lation and family life education currently being promoted on a national basis, 
through the formal sector as also the non-formal sector. 

Z Bring about co-ordination between government publicity departments and non- 
governmental agencies involved in adolescent reproductive health, for sensitiza- 

tion of the public through imaginative, creative and acceptable programmes. 


3. Promote action research in regard to the bio-medical and socio-cultural aspects 
| of reproduction and sexual behaviour of adolescents, their parents and the 
community. 


4. Counselling and family guidance centres be established through the health as 
well as the educational infrastructure, in urban and rural settings. 
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Elements of Successful Programmes for Adolescents 


e various principles for improving adoles- 


Additional Strategies that cut across th zh 
sustainability are as follows 


cent lives and well-being, and contribute to programme 

(37). 

1. Broaden the scope of programmes for adolescents. Although the number of 
programmes targeting adolescents is on the rise, the majority of adolescent and 
youth programmes are both new and operating on a small scale. Few recog- 
nise the importance of nutrition for adolescent health and well being. Much 
more needs to be done to evaluate the strategies and effectiveness of exist- 
ing youth programmes to learn how to broaden their scope, address more of 
adolescents’ concerns, and reach greater numbers. 

2: Involve adolescents in all stages of programme development in order to en- 
hance programme sustainability and to ensure that their needs and concerns 
are being met. 

3. Train staff to be sensitive and respectful of adolescents, in order to establish 
a sense of trust that will contribute to program SUCCESS. 


4. Recognize the significance of peer groups to adolescents and make use of 
youth-to-youth forms to communication and counselling, through such mecha- 
nisms as peer counseling and media messages conveyed in popular style and 
language. 

5) Sensitize the large community, especially parents, teachers, and health care 


providers, to the needs of adolescents and their specific physiological and social 
concerns. 


6. Use popular culture to reach adolescents on their own terms, such as through 
film, video, comic books, music and drama. 


Te Recognize that confidentiality and privacy are among the primary concerns of 
adolescents which must be taken into account while designing programmes and 
services targeting adolescents. 


The Need for Attitudinal Change 


It is essential to alter attitudes towards the girl child for the successful imple- 
mentation of any programme. For achieving gender equality, it is imperative to alter 
and change all those attitudes and practices which have imposed constraints and 
denied the girl child an access to opportunities or facilities considered essential for her 
optimal growth. We must also be aware of the fact that wide scale change in atti- 
tude requires concentrated efforts at various fronts over a period of time. However 
in the absence of a major change, there is a need of reckon with those treaditioned 
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behaviours and practices which are known to threaten her well being and survival. 
Some strategic choices could be : 


1. Awareness generation : The heightened awareness of women is likely to make 
them reject the legitimacy of their subordinate status. 


2: Women’s mobilization through NGOs : Optimal involvement of existing NGOs 
in women’s mebilization can give the desired change in attitudes. 


ie Gender sensitization : Sensitization of policy makers, planners, administrators, 
enforcement machinery and various sectors of the society to gender issues can 
be another complementary strategy. 


Awareness generation and efforts to achieve gender equality are likely to be 
perceived as counter to traditional values and a destroyer of family peace. The 
challenge is in seeking fresh interpretation of traditional values to accommodate a 
deeper understanding of justice (30). 


THE FOURTH WORLD CONFERENCE ON WOMEN, BEIJING, CHINA, 
SEPTEMBER 1995 (39). 


Several issues concerning women were debated at this conference and plans 
of action drawn. Unfortunately, the girl child received indequate attention. Neverthe- 
less, a preliminary version of the report of this conference describes the key strate- 
gies to.be taken for improving the situation of the girl child. These key strategies 
include 


3: Eliminate all forms of discrimination against the girl child. 

ee Eliminate negative cultural attitudes and practices against girls. 

3. Promote and protect the rights of the girl child and increase awareness of her 

~ needs and potential. 

4. Eliminate discrimination against girls in education, skills development and train- 
ing. 

5. Eliminate discrimination against girls in health and nutrition. 

6. Eliminate the economic exploitation of child labour and protect young girls at 
work. 

7.  Eradicate violence against the girl child. 

8. Promote the girl child's awareness of, and participation in, social, economic and 
political life. , 


9. Strengthen the role of the family in improving the status of the girl child. 


Under these key strategies, several action plans have been described , to be 
considered by the respective governments. 
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5. PROFILES OF ACTION - PROGRAMMES FOR 
THE GIRL CHILD IN GOVERNMENT AND 
VOLUNTARY ORGANIZATIONS 


in this section, the major programmes of the government, and voluntary organi- 
zations (in alphabetical order) are summarized. As already mentioned, only those 
organizations whose information was available at the time of this study could be 
included. It is realized that there are many more organizations doing commendable 
work for the girl child - we request these organizations to contact us and inform us 
of their activities for girl children. This will enable us to form a network of organiza- 
tions concerned about the well being of the girl child. 


GOVERNMENT PROGRAMMES FOR GIRL CHILDREN 


The Government of India is one of the signitaries of the action plan of the SAARC 
decade of the girl child (1991-2000 A.D.) and has formulated a national plan of action 
which has been described in the earlier section. 


The Department of Education and the Department of Women and Child Devel- 
opment in the Government have carried out awareness generation and advocacy 
campaigns for girls’ education and health through national organizations like the 
NCERT and NIPCCD. A major impact of the Total Literacy Campaign (TLC) is felt in 
the tremendous boost in demand for primary education for children. Women and girls 
form a bulk of the learners and appear more motivated and eager than men. 


Recent Education For All (EFA) initiatives in the country focus primarily on 
primary education of girls and empowerment of women. 


| Several states have taken major initiatives for the welfare of the girl child. The 
Girl Child campaign in Rajasthan which has ‘piggy backed’ on the Women’s Devel- 
opment Programme (WDP) has succeeded in raising awareness on major issues 
concerning the girl child. 


Role of National Council for Educational Research and Training (NCERT) : 


Education of the girl child is the focus of all activities of the department of 
womens Studies at the NCERT, which act as a major catalyst for promoting research 
and action in states. Awareness generation and gender sensitization of all educational 
personnel is the responsibility assigned to this department in addition to it acting as 
the nodal department for girls’ education in India for SAARC. All research and train- 
ing is focused on various aspects of girls’ education, including development of a 
positive self image and self confidence amongst girls. Gender sensitive curricula and 
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teacher education for gender sensitivity, mobilizing communities and women for girls’ 


education in partnership with media are some of the areas of activities of the Depart- 
ment of Women’s Studies. 


|. FPAI - SECRT 


Sex Education, Counselling, Research, Training / Therapy (SECRT) is a spe- 
cial branch of the Family Planning Association of India (FPAI), which was set up after 
FPAI recognized the contemporary and urgent need for family life and sex éducation. 
Today, it has 11 centres and sub-centres all over India. 


-One of the objectives of the SECRT centres is to create awareness among 
youth and adults about sexuality, marriage and responsible parenthood. The target 
group of SECRT programmes are persons aged 15-29 years. 


SECRT centres aim to dispel the confusion and misconceptions which surround 
human sexuality, marriage and contraception, particularly among young people. 


In Spearhead youth workshops, the youth are trained as youth leaders. Under 
this programme they are expected to be pioneers in initiating and participating in 
awareness programmes in their own particular settings. These three-day reproductive 
health programmes cover : sexuality, making choices, preparing for marriage and 
planned parenthood, sexual behaviour, drugs, drug abuse, STDs and HIV (AIDS), 
counselling, and leadership skills for peer group counselling. 


SECRT has striven to base its educational and training programmes on a 
sound research base. Another objective of the SECRT is inter-personal counselling. 


This small band of trainers and volunteers has achieved great success and 
they are in great demand all over the country. 


Contact Address : 


SECRT, 

5th Floor, Civil Court, 
Mahakavi Bhushan Marg, 
Bombay 400 039. 


lI. SCHEME FOR ADOLESCENT GIRLS IN INTEGRATED 
CHILD DEVELOPMENT SERVICES 


The scheme for adolescent girls in ICDS has been recently launched in some 
states of India. Its objectives are : 


(i) to cover girls in the age group of 11 to 18 years in ICDS. 
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to improve the nutritional status and health status of girls in this age group, 


(iii) to provide to them the required literacy and numeracy skills through the non- 
formal stream of education, to stimulate a desire for more social exposure and 
knowledge and to help them improve their decision making capability. 


(iv) to train and equip the girls to improve and upgrade home based skills; 


(v) to promote awareness of health, hygiene, nutrition and family welfare, home 
management and child care; 


(vi) to take all other measures as would facilitate their marrying only after attaining 
age of 18 and, if possible even later. 


It is envisaged that the Anganwadis; with support of Mahila Mandals, will be 
actively involved in the scheme. ) 


All adolescent girls of a village would form a youth wing of the village’s Mahila 
Mandal, to be organized by the Anganwadi worker; where issues of their mutual 
interest will receive main attention. Their practical training in the areas of management 
of health and nutrition and health and nutrition education would come from the 
Anganwadi Centre, in the actual running of which these girls will have a significant 
role - sharing work and decision-making responsibilities with the workers and helpers. 


Eligibility Criteria : 


All unmarried adolescent girls in the age group of 11-18 years and belonging 
to families whose income is below Rs. 6,400/- per annum in the rural areas will be 
elligible to receive services under the scheme. This would mean that each village 
would have approximately adolescents in the age group of 11-15 years and 10 in the 


age group of 15-18 years. Common services will be available to all adolescent girls, 
irrespective of their family income. 


Common Services : 


All adolescent girls in the age group of 11-18 years will receive the following 
common services : | 


i) Watch over menarche 


ii) Immunization 


iii) A general health check-up every six months 
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iv) Treatment for minor ailments 


Vv) Deworming 


vi) Prophylactic measures against anemia, goitre, vitamin deficincies etc. and 


vii) Referral to PHC/district hospital in case of acute need. 


Additional Services 


While the above mentioned health and educational services will be provided to 
all adolescent girls, additional services will be provided to those in the age groups of 
11-15 and 15-18 years as mentioned in the succeeding paragraphs. 


Scheme - 1 : Girl to Girl approach ( for girls, in the age group of 11-15 years) 


In each selected Anganwadi area, 3 girls in the age group of 11-15 years will 
be identified. These adolescent girls will be provided at the anganwadi itself, a meal 
on the same scale as the pregnant women or nursing mothers, namely one that 
would provide 500 calories of energy and 20 gms. of protein. These girls wil! also be 
trained in all aspects of the Anganwadi work, including management of stores, organi- 
zation of the feeding programme, immunization schedules, weighment of children, 
home visits and preschool activities. 


Training : The identified adolescent girls will receive, in batches of 30, initial 
training of 3 days at the sub block level (supervisor's headquarter), followed by 6 
one-day continuing education sessions every month. 


Scheme - Il : Balika Mandal ( for girls, in the age group of 11-18 years). 


Objectives : To make the adolescent girl understand and learn the significance of 
personal hygiene, environmental sanitation, nutrition, home nursing, first aid, health 
and nutrition education, family life, child care and development apart from facilities for 
recreation and entertainment. 


In addition; efforts will be made to improve and upgrade their home-based skill 
in trades, having the potential for income generation in the local areas. 


The village Anganwadi worker will be the regular honorary instructor for the 
Balika Mandal and will provide general education and literacy to adolescent girls, apart 
from overseeing the work relating to skill improvement or upgradation. 
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The Adolescent Girls Scheme in Gujarat 


This scheme covers about 55,000 adolescent girls in the age group of 11-18 
years under ICDS in 15 blocks of Panchmahals and Banaskantha districts. Besides 
receiving the health services, learning experiences are provided to these girls under 
the girl to girl approach and Balika Mandals. 


Contact Address : 


The Additional Director (MCH/ICDS), 

Government of Gujarat, 

Commissionerate of Health and Medical Services 
and Medical Education, 

5, Dr. Jivraj Mehta Bhavan, 

Gandhinagar 382 010. 


ll. The Mid-Day-Meal Programme 


The MDM programme assumes special significance firstly for improving the girl 
child’s nutritional status, (especially during the pubertal growth spurt) and secondly, for 
imparting nutrition education which will benefit her and her future family. 


This programme can also serve as an incentive to attend school which is an 


important consideration as girls who are frequently removed from schools by parents 
for social or other reasons. 


However, neither the ICDS not the MDM programmes appear to have been 
evaluated from the perspective of their benefits for the girl child. 


Contact Address : 


The Deputy Collector (Mid-day Meal Programme), 
MDM Secretariat, 

Govindrao Madhyavarti School, 

Opposite Khanderao Market, 

Baroda. 
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ACTION IN THE VOLUNTARY SECTOR 
l. BARODA CITIZENS COUNCIL, Baroda, Gujarat 


Baroda Citizens Council (BCC) is a community development voluntary organi- 
Zation implementing several programmes in 15 slums in the areas of health, nutrition, 


environmental sanitation, economic upliftment, skill training for youth and leadership 
development. 


As an outcome of a project - Reproductive health research and services for 
women in urban slums - an intervention programme for adolescent girls was initiated 
in 3 slums of Baroda in 1993. This programme was financially supported by the Ford 
Foundation (India) and conducted in collaboration with the M.S.University of Baroda. 


Initially, a baseline survey provided insight regarding the perceptions of the girls 
on their growth and development, health and nutrition related problems, and also 
provided data on their height, weight, hemoglobin levels and food intake. A majority 
of the girls were underweight, anemic and poorly informed on critical health and 
nutrition issues. 


The intervention strategy that followed consisted of 3 broad approaches : 
ie Building groups and conducting programmes through weekly group meetings. 


2. Integrating health and nutrition programmes with others related to recreation, 
income generating activities, gender issues and leadership development. 


3. Contacting parents of the girls regularly and keeping them informed of the 
various programmes. 


During 1993-94, various topics were discussed in weekly meetings. For 
example : reproductive health-menstruation-fertilization-contraception, anemia, nutritive 
diets and nutritive recipes, gender bias-responsibilities of girls versus boys, making a 
budget for a month and several others. Several sessions were also activity based and 
brought the group together for recipe competitions, role plays, making cards, drawing, 
and playing games. In addition, a lot of enthusiasm and interest was generated 
among the girls when they participated in organising an Arogya Mela (Health fair) in 
October 1994 in collaboration with the students of M.S.University of Baroda from the 
departments of Foods and Nutrition and Human Development and Family Studies. 


Two camps were organised subsequently for the girls; each camp being of 2 
days duration. These camps aimed to establish a closer rapport with the girls, 
strengthen the cohesiveness of the group, enable girls to share their thoughts and 
feelings ina safe environment and impart health information. 


The sessions at the camp were interactive, activity based and combined learn- 
ing with entertainment . Thus, through role plays, quiz competitions, small group 


33 


several topics like menstruation repro- 


sessions, video films and drawing of pictures, Pp 
cialization of girls and boys in families, 


duction, use of contraceptives, healthy diet, so 
and self esteem were discussed. 

The feedback of the girls was very encouraging; most of them expressed that 
they gained a lot of useful information at the camp and enjoyed every minute of it. 


Through their drawings and poems the girls made heart warming statements 
like - 

“Jab tak duniya main hum rahenge, Tab tak hum ko yeh shibir yaad rahegi 

(As long as we are alive in this world we will remember this camp). 


Gains of the Programme 


Through approaches such as activity based learning, periodic reinforcement of 
messages and integration of health and nutrition activities with creative and recrea- - 
tional ones, the girls in the slums have shown an increased health awareness and 
a continued interest in BCC programmes. Topics such as menstruation and reproduc- 
tive health issues are talked about with less inhibition. Their mothers too have been 
supportive in the adolescent girls’ project. 


Lessons Learnt 


it has been realized that continuous interaction and organization of various 
activities with girls is necessary to sustain and strengthen their groups. Further, vari- 
ous means have to be found to obtain enough time with the girls as they are con- 
stantly preoccupied with school based or household based tasks, or with television 
viewing. The younger adolescents (10 to 15 or 16 years) are the more enthusiastic 
participants in project activities than the older girls. 


In the next phase of this programme, it is planned to strengthen group based 


activities of the girls and also involve adolescent boys in health awareness pro- 
grammes. 


A unique feature of this programme has been its Ongoing collaboration with two 
departments of M.S.University of Baroda in the Faculty of Home Science, namely 
Department of Foods and Nutrition and Department of Human Development and 
Family Studies. This integration of academic and field based work enriches both the 
Student community as well as the programme staff of the voluntary organization. 


Contact Address : 


The Executive Director, Or Dr. Shubhada Kanani 
Baroda Citizens Council, Reader 3 


Above H 
eae ic. Department of Foods and Nutrition, 
, Baroda. M.S.University of Baroda, Baroda. 
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ll. CHETNA, Ahmedabad 


CHETNA, which means ‘awareness’ in several Indian languages, is an acronym 
for Centre for Health Education, Training and Nutrition Awareness. CHETNA’s mission 
is to contribute towards the empowerment of disadvantaged women and children so 


that they become capable of gaining contro! over their own, their families’ and com- 
munities’ health. 


CHETNA addresses the health concerns of women from infancy to old-age 
including early childhood, school age, adolescence, adulthood and old-age through the 
activities of its two resource centres; namely, Child Resource Centre (CHEITAN) and 
Women’s Health and Development Resource Centre (CHAITANYAA). CHETNA’s areas 
of intervention consist of early childhood care and development (0-6 years); health 
and education of school age children (6-14 years); and health and development of 
adolescents (15-18 years). Chaitanyaa recognises that gender discrimination is one of 
the important determinants of women’s low health status. Therefore, understanding 
and addressing the implications of gender relations and enlisting the participation of 
men and the community, is central to its efforts in enhancing women’s health and 
development. With respect to girl children, its areas of intervention focus on the health 
and development of adolescents (12-19 years). 


‘Through its various activities such as training, documentation, networking and 
advocacy, CHETNA highlights the concerns of the girl child. Some examples of 
CHETNA’s programmes for the girl child are summarized below : 


5: A qualitative appraisal of health and social aspects of adolescent girls. 


To enhance the overall awareness among adolescent girls regarding their own 
health, social status and rights so that they can gain control over their lives, 
a Yuvati Shibir (A camp for adolescent girls) for 128 adolescents in the age 
group of 12-18 years, was organised by CHETNA in June 1991 at Gandhi- 
nagar. This camp hoped to develop an innovative module for involving adoles- 
cent girls in the process of change which could be replicated. Data were col- 
lected regarding education, health, and the socio-cultural aspects of mrenarche 
through discussions. Height, weight, hemoglobin measurements and health 
checkups revealed the poor health and nutritional status of the girls. Topics 
such as menstruation, sex and problems faced by women were openly dis- 
cussed during the camp. The camp pointed towards the need for increasing 
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awareness of girls especially the need for sex education. 


2. Training on health and development of adolescents was conducted by 
CHETNA in collaboration with RVHA, Jaipur (July, 1994), wherein training was 
provided to sensitize functionaries on adolescent related problems. 


3. Fertility awareness camps were organized by CHETNA in collaboration with 
SEWA (1988-89). The main objective of these camps was to create awareness 
among young girls and women regarding anatomy, physiology and functions of 
male and female reproductive system, underlining the scientific basis of such 
education and rationalising existing blind beliefs. The idea was to provide 
support to young girls through this information so that they could gain control 
over their body, which may be in the form of selecting suitable contraception 
for themselves or ensure timely treatment of their own gynaecological problems. 
About 5000 girls and women between the age group of 15-50 years partici- 
pated in this six months programme. The topics discussed in the one day camp 
were food groups, balanced diet, anemia, menstrual cycle and female reproduc- 
tive system, male reproductive system, fertilization, contraception, development 
of foetus in the womb, at risk pregnancy, importance of diet during pregnancy, 
delivery process, weaning foods and women’s diseases. 


4. CHETNA has also arranged workshops on gender concerns (December 1993) 
and gender planning (April 1994). The topics discussed in the workshop on 
gender concerns included gender and patriarchy, feminism, women’s empower- 
ment and development of future strategies for women’s development. The 
workshop on gender planning was organised to facilitate the synthesis of the- 
ory and practice of gender. 


Contact Address : 


Centre for Health Education Training 
and Nutrition Awareness (CHETNA) 
Lilavati Lalbhai Bungalow, 

Civil Camp Road, 

Shahibagh, 

Ahmedabad 390 004. 
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Il. CHILD IN NEED INSTITUTE, w. Bengal 


Child In Need Institute (CINI) is a non-governmental Organization which started 
in 1974. It covers a project area of 40 villages in the district of 24-Paraganas. It has 
been rendering services for the welfare of children and their mothers in need of care 
and protection over the past 20 years. 


To bring about a favourable change in the status of the girl child in selected 
rural communities, a project “Support to the Girl Child” was launched in March 1989. 
The programme was introduced at 8 centres of south 24-Paraganas district for school 
going and school dropout girls in the age group of 10-14 years. Development train- 
ing consisting of health and nutrition and income generation was imparted to the girls 
attending the programme. Girls attached to one of the centres received supplemen- 
tary nutrition, and health and nutrition education. 


An evaluation study of four centres revealed the following gains of the 
- project : 


3 Education: Most of the parents felt that the quality of teaching at the centres 
was definitely better than that of other schools. 


= Health and nutrition education: The girls became aware of desirable health 
behaviours that ensure positive health, and were in the continuous process of 
motivating their parents and other family members to improve these behaviours. 


3. Income generation: The girls supplemented their parents’ income by getting 
engaged in knitting and sewing work. 


4. Changes in attitude: Favourable changes in the attitudes of girls with regard to 
the rights of the girl child, desirable age at marriage for girls and boys, and 
about the dowry system were noticed. 


To improve the impact of the project, it was believed that more attention was 
required on the education component, especially enabling beneficiaries to practice their 
learnt behaviours. Follow up of girls trained in income generating activities was also 
considered as an important component alongwith continuing to deliver the services for 
a longer period of time. 


Contact Address : 


Child in Need Institute 

Vill Deralatpne, P.O. Pailan, 
Via Joka - 743 512, 

24 Prgs. South, W. Bengal. 
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\V. Deepak Charitable Trust, Baroda 


Deepak Charitable Trust (DCT) operates under the Deepak Medical Foundation 
which has been established by a private sector industry, Deepak Nitrite Ltd. DCT 
was established in 1982 to strengthen rural development programmes to improve the 
quality of life of people, focusing specifically on development of women and children. 


| The programme to impart family life education to adolescent girls in the age 

group of 13-23 years was launched in 1993 in village Nandesari and its surrounding 
areas. A series of workshops on family life education were arranged during January- 
October 1994. In all, 108 adolescent girls attended these workshops. 


Informal group discussions were held initially to obtain information regarding the 
problems of womenvgirls related to early marriage, pregnancies, miscarriages and their 
effect on health ; poor nutrition and health problems of women. Structured interviews 


were also carried out. 


In the two day workshops held in 1994, the major areas covered included 
population explosion, age at marriage and its relation to motherhood, reproductive 
system, health and nutrition, child birth and child development, diseases of women, 
delivery practices and family planning. The discussion was followed by demonstrations 
through charts, manuals, booklets and video cassettes. 


After 10-12 hours of workshop sessions and informal meetings, there was an 
increase in the understanding of topics such as pregnancy, lactation, breast feeding, 
delivery practices, and family planning. 


It was concluded from the study that a large number of girls drop out from 
schools at an early age. All the government sponsored vocational training programmes 
admit only those who have completed 18 years of age. Thus, girls who have dropped 
out early, have no skill development opportunities till they are 18 years old. By the 
time these girls reach 18, parents marry them off, leaving hardly any time for voca- 
tional training. As vocational training programmes under non-formal education can 


improve their status and self esteem, they should be given as early in adolescence 
as possible. 


Currently, DCT is expanding and Strengthening its programmes for rural adoles- 
cent girls. 


Contact Address : 


Deepak Charitable Trust 
9-10 Kunj Society, Alkapuri 
Baroda 390 005. 


’ 
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V. INSTITUTE OF HEALTH MANAGEMENT (IHMP), Pachod 


The beneficiaries of IHMP programmes include adolescent girls and children below 
the age of 3 years. Programmes conducted by IHMP include : 


ti Family Life Education for Adolescent Girls : 


It aims at improving the status of adolescent girls in the family, equipping them 
with knowledge arid skills needed to become future mothers, and making them 
aware about the rights of women and preparing them to take up the respon- 
sibilities in future as citizens. This programme covers 10 villages of Paithan 
block in Maharasthra. 
2) Growth Promotion and Prevention of Severe Malnutrition : 

This programme focuses on under 3 children with special emphasis on the girl 
child. Strategies being used consist of surveillance of growth faltering and 
intervening appropriately with nutritional supplements and health care. 


Contact Address : 


Institute of Health Management 
Ashish Gram Rachana Trust, 
Pachod - 431 121, 

District : Aurangabad, Maharashtra. 


Vi. INSTITUTE OF SOCIAL ACTION AND RESEARCH, Ahmedabad 


Institute of Social Action and Research (ISAR), Ahmedabad, is a non-govern- 
~mental organization which aims at bringing about social change in the community 
through organising people. One of its recent programmes included the formation of 
“Kishori Sangathan” (adolescent girls group), to help adolescent girls to understand 
and solve their problems. 

A “Yuvati Shibir’ (camp for adolescent girls) was organised through the Kishori 
Sangathan. During this camp, the adolescent girls discussed their day-to-day problems 
such as gender discrimination, being treated badly by boys or men, mother-daughter 
relationship and its problems, sexual abuse, school education for girls, nutrition 
through balanced diet, growth and sexual development (especially menstruation), and 
importance of unity and group effort to bring about change. The camp was made 
lively and interesting through games, dances, jokes, and group exercises including 
pictorial exercises. 

Evaluation of the camp indicated that the participants received valuable informa- 
tion, which enhanced their understanding of their own self. 


Contact Address : 


Institute of Social Action and Research 
5, Vishwamitra Society, Jivaraj Park Area, 
Ahmedabad 380 051. 
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Vil. JAGORI, New Delhi 


Jagori is a Delhi based women’s training, documentation and communication 
centre which was started in 1984. Its main areas of work include : 

1. Training : Training programmes and workshops for various grassroot non- 
governmental organizations and government departments are held on issues of 
gender sensitization, women’s empowerment, violence against women and 
reproductive health. 

2. Documentation and dissemination of material : Materials like newspaper 
clippings, articles, research papers and books on various women’s issues and 
video cassettes are documented, which are disseminated to the networking 
groups. 

3. Publication of resource materials : Information is published in simplified lan- 
guage, using visuals, on issues of health, violence, status of the girl child, 
contraception etc. 

4. Campaigns / protests / lobbying : Jagori organizes various campaigns, 
demonstrations and lobbies with the government to get their demands heard. 
These campaigns include campaign against the coercive population policy and 
new contraceptive technology, and the women against violence campaign. 


With regard to the girl child, Jagori has published a booklet called “Hamari 
Betiyaan Insaaf ki Talaash Mein”, (Our daughters in search of justice) which is 
meant to create public awareness regarding the discrimination against the girl child. 
This booklet highlights several disturbing realities in the lives of girl children. 


Contact Address : 


Ms. Mita Radhakrishnan 
JAGORI, 

C-54, Top Floor, 

South Extension Il, 
New Delhi 110 049. 


Vill. LORETO DAY SCHOOL, Sealdah 


At Loreto Day School, Sealdah, girl children are educated to make them 
competent intellectually, to develop their personality and to motivate them to share 
what they have with the victims of injustice, and to work to change these unjust 
Situations. The school caters to girls from a cross-section of the society, ranging from 
financially well-off children to the near destitute. 


The various programmes at this school include : 


1) Urban drop-in programme - Girls who have dropped out of school at class | 
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or Il level or have never been to school are placed in special classes where 
they can make rapid progress. As soon as they can cope, they are put into 
normal classes Suitable to their age. 

2) Rural innovative programme - This is a programme for those rural girls 
condemned through poverty to work all day in the fields or at home, who 
nave never had a chance to go to school. In a non-formal setting, they are 
introduced to literacy, numeracy and are given training in household arts, child 
Care and some income generating skills. 

3) Rural child-to-child programme - The school children go out every week to 
teach in rural primary schools. In this way, even the poorest children realise 
that it is people, not money, that solves problems. Thus, these children are 
motivated to move back into their own communities as agents of development. 

4) In-service training for rural high-school youth - This involves training in 
leadership qualities and teacher training by which local village youth are en- 
abled to work with 4-6 year olds in their own villages. In this way, the pres- 
sures on the primary schools are reduced and more children become literate. 

5) In-service training in the school - A practical teacher training is provided to 
young people from slums or rural backgrounds. who do not have the requisite 
basic qualifications for a full time teacher training course. 

6) Afternoon study programmes - They are for the very poor children already in 
school and for the pavement dwelling children from all the areas around the 
school. 


Contact Address : 


Sr. Cyril, IBVM 
Principal, Loreto Day School, 
Sealdah. 7 


IX. STREEHITAKARINI, Bombay 


Streehitakarini, established in 1964, is a women’s organization that introduced 
maternal, child health and family planning services to 100,000 slum dwellers in 
Bombay. Despite its remarkable growth, it remains an essentially grassroot organiza- 
tion with locally recruited workers with a strong commitment to the welfare of slum 
dwellers. 

A project entitled “Health monitoring of adolescent girls” was conducted by 
Streehitakarini in 1989-90 , in Bombay slums. 

The objectives of the project were to find out the present health status of 
adolescent girls , to obtain information on gender discrimination, to study household 
work of the girls and, to find out the impact on the girls, of inputs like supplemen- 
tary nutrition, health and sex education and basic health care. 
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In this school based project, a total of 806 girls in the age group of 9-13 
years, studying in Municipal schools participated. 

Its major activities included health checkups, dietary assessment, assessment of - 
health problems of girls, supplementary nutrition programme and health education. 


The supplementary nutrition programme helped to improve the food intake of 
the beneficiaries. The health education given to the girls was useful in changing the 
attitude of the girls towards common health problems. Overall, there was a modest 
improvement in the health of the girls as indicated by the final health checkups, 
anthropometric measurements and hemoglobin values. The girls who participated in 
this project started having a positive attitude towards themselves and wanted to better 
their lives. 

Some of the problems faced in the project were recluctance of the mothers 
to allow their daughters to attend the programme after school, as they had to do the 
housework. Other constraints included limitation of school timings and holidays, espe- 
cially the summer vacation. 

Streehitakarini proposes to cosolidate and expand its activities for adolescent 
girls. 

Contact Address : 

Strrehitakarini 

Lokmanya Nagar Compound, 

Kakasaheb Gadgil Marg, 

Dadar, Bombay 400 025. 


X. YOUNG WOMEN’S CHRISTIAN ASSOCIATION OF INDIA, New Delhi 


Young Women’s Christian Association of India (YWCA), located at New Delhi, 
runs a programme called FLAG (Family Life Education for Adolescent Girls). 


FLAG promotes awareness in girls regarding their physical growth, builds their 
individual self-esteem and promotes social development. It focuses on primary and 
preventive health activities rather than remedial action. It prepares girls for responsible 
parenthood and citizenship. FLAG also develops positive skills and strengthens 
adolescent girls so that they can cope with their life situations more effectively. FLAG 
accomplishes these goals through networking, conducting workshops for adolescent 
girls and for resource persons interested in FLAG, and creating awareness in the 
general public about FLAG and the problems and needs of adolescent girls. 


Contact Address : 


Young Women’s Christian Association of India 
Sansad Marg, 
New Delhi 110 001. 
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CONCLUSION 


In this report, an attempt was made to present a situational analysis of the girl 
child in India with regard to health, nutrition and education: following which recommen- 
dations for action and selected interventions in our country were described. This 
overview has made it amply clear that our girls deserve a better deal in health Care, 
nutrition and educaticn and that by not paying adequate attention to what can be 
done now and in what manner, we are jeopardizing the quality of life of our future 
generation. Specifically, what is urgently needed is action programmes that are cul- 
turally appropriate, participatory and sustainable in the long run. Research should 
follow action - its aim should be primarily to guide programmes and not merely to 
add more information to the already growing body of research evidence on ‘what is 
wrong’. We need research which tells us how to get things right. Equally important, 
earnest advocacy efforts are required to enable girl children to receive priority as a 
target group in national policies and programmes. 


Key recommendations for future action research and advocacy are summarized 
below : 


Action Research and Advocacy 
+ Long term interventions 1. Operations research which helps 

in the government and improve programmes for the 

voluntary sectors which seek to girl child. 

a) reduce gender disparities 2. Case study research which 
in education, health care documents process and implementa- 
and feeding practices. tion of programmes for girls. 

b) equip schools as entry points 3. Policy oriented research 
for improving health and and advocacy which aims 
nutritional status, and to find successful 
improving awareness strategies for influencing 
regarding health, policy especially in health, 
nutrition, sexuality nutrition and education. 
and reproduction. 4. Networking of organizations 

C) improve women’s status and working for girl children with the 
increase value for girl children objective of shared learning and 
in different cultural settings; advocating on behalf of girl 
especially by including boys children in mass media, 
and men (fathers, husbands) government and voluntary 
as active participants. organizations and academic/ 

d) explore ways of working with research institutions. 


communities as partners for 

the well-being of girl children 

through preschool, school 

and adolescent years. . 
 <_ie) - 7 ee ee 
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